A rare clinic entity: Huge trichobezoar  by Hamidi, Hidayatullah et al.
AH
B
a
b
c
a
A
R
R
2
A
A
K
T
G
L
1
g
c
a
c
i
c
i
n
c
b
t
d
h
2
cCASE  REPORT  –  OPEN  ACCESS
International Journal of Surgery Case Reports 28 (2016) 127–130
Contents lists available at ScienceDirect
International  Journal  of  Surgery  Case  Reports
journa l h omepage: www.caserepor ts .com
 rare  clinic  entity:  Huge  trichobezoar
idayatullah  Hamidi  (Dr,  MD)a,∗, Marzia  Muhammadi  (Dr,  MBBS)a,
ismillah  Saberi  (Dr,  MD)b, Mohammad  Arif  Sarwari  (Dr,  MD,  MS)c
Radiology Department, French Medical Institute for Children (FMIC), Kabul, Afghanistan
Endoscopy Department, Jumhoriat Hospital, Kabul, Afghanistan
General Surgery and Oncology Department, Global Super-Specialty Hospital, Kabul, Afghanistan
 r  t  i  c  l  e  i  n  f  o
rticle history:
eceived 10 August 2016
eceived in revised form
4 September 2016
ccepted 24 September 2016
vailable online 28 September 2016
eywords:
richobezoar
astric mass
aparotomy
a  b  s  t  r  a  c  t
INTRODUCTION:  Trichobezoar  is a rare clinical  entity  in  which  a ball of hair  amasses  within  the  alimentary
tract.  It  can  either  be  found  as isolated  mass  in the stomach  or may  extend  into  the  intestine.  Trichobezoars
mostly  occur  in young  females  with  psychiatric  disorders  such  as trichophagia  and  trichotillomania.
CASE  REPORT:  Authors  present  a  giant  trichobezoar  in  an  18  year  old  female  presented  with  complaints
of  upper  abdominal  mass,  epigastric  area  pain,  anorexia  and  weight  loss.  The patient  underwent  trans-
abdominal  ultrasonography  (USG),  Computed  tomography  (CT),  upper  gastrointestinal  endoscopy  and
subsequently  laparotomy.
USG  was  inconclusive  due  to non-speciﬁc  ﬁndings.  It  revealed  a thick  echogenic  layer  with  poste-
rior  dirty  shadowing  extending  from  the left  sub-diaphragmatic  area  to  the  right sub  hepatic  region
obscuring  the  adjacent  structures.  Abdominal  CT images  revealed  a huge,  well  deﬁned,  multi-layered,
heterogeneous,  solid  appearing,  non-enhancing  mass  lesion  in the  gastric  lumen  extending  from  the  gas-
tric  fundus  to  the  pyloric  canal.  An  endoscopic  attempt  was  performed  for  removal  of this  intraluminal
mass,  but  due  to its large size,  and  hard nature,  the  endoscopic  removal  was  unsuccessful.  Finally  the
large  trichobezoar  was  removed  with  open  laparotomy.
CONCLUSION:  Trichobezoars  should  be  suspected  in  young  females  with  long  standing  upper  abdominal
masses;  as  the  possibility  of malignancy  is  not  very  common  in  this  age  group.  While USG  is  inconclusive,
trichobezoar  can  be accurately  diagnosed  with  CT.  In patient  with  huge  trichobezoar,  laparotomy  can  be
performed  ﬁrstly  because  of big  size  and  location  of  mass,  and  psychiatric  recommendation  should  be
of  thi
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. Introduction
A bezoar is collection of undigested foreign bodies inside the
astrointestinal tract. It has four types based on its content; tri-
hobezoar consists of hair, Phytobezoar comprises undigested fruit
nd vegetable ﬁbers, Lactobezoar has milk and Pharmacobezoar
ontains medications [1]. The main cause of trichobezoar formation
s the resistance of human hair to peristalsis and digestion [2]. The
ontinuous ingestion of hair together with food particles increases
ts volume producing symptoms such as abdominal pain, abdomi-
al distension and vomiting. Untreated cases may  result in serious
omplications like gastric erosion and ulceration, gastric and small
owel perforation, gastric outlet obstruction, pancreatitis, obstruc-
ive jaundice, protein-losing enteropathy, intussusception and
eath [3].
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Herein we aimed to present an interesting case of this rare entity
diagnosed with sonography, computed tomography and endoscopy
and subsequently treated with laparotomy.
2. Case presentation
A 18 years old, unmarried female presented with large and hard
upper abdominal mass. She complained from dull abdominal pain,
anorexia and weight loss for last 4 years.
The patient had abnormal gait since birth. No speciﬁc psychiatric
history was given. The patient denied trichophagia. Her previous
medical and surgical records were insigniﬁcant.
On physical examination the patient looked pale with lean body
mass. A giant, ﬁrm and hard mass was palpated in the epigastric and
right hypochondriac regions.
The patient underwent abdominal ultrasonography (USG). USG
demonstrated a large area of abnormal thick echogenicity with
dirty posterior shadowing extending from the left sub diaphrag-
matic area to the right sub hepatic region (Fig. 1). Due to extensive
posterior shadowing, the exact size, internal texture and extent
of the mass lesion could not be assessed with USG. The patient
roup Ltd. This is an open access article under the CC BY-NC-ND license (http://
CASE  REPORT  –  OPEN  ACCESS
128 H. Hamidi et al. / International Journal of Surgery Case Reports 28 (2016) 127–130
F rows)
t , inter
s
T
h
t
S
(
g
w
c
2
s
b
T
a
t
p
m
a
e
w
s
g
e
w
i
a
W
d
p
p
3
t
c
p
i
[ig. 1. Trans-abdominal ultrasound: Large abnormal thick echogenicity (Red open ar
o  the right sub hepatic region. Due to extensive posterior shadowing the exact size
ubsequently underwent contrast enhanced abdominal Computed
omography (CT) examination with 128 slice Siemens scanner.
The CT images revealed a huge, well deﬁned, multi-layered,
eterogeneous, solid appearing, non-enhancing mass in the gas-
ric lumen extending from the gastric fundus to the pyloric canal.
ome of the layers of this mass were heterogeneously hyperdense
Fig. 2a). The mass lesion was separated from the gastric walls by
astric ﬂuid. No evidence of abnormal gastric mural thickening
as noted. This abnormal mass did not extend from the pyloric
anal into the duodenum. (Fig. 2b) The large mass lesion measured
7 × 10 × 15 cm in size. Rest of the abdominal organs were normal.
Review of the bony skeleton revealed incidental ﬁnding of left
ided untreated severe developmental dysplasia of the hip joint.
Endoscopy revealed a collection of large black and hard hair
all occupying entire lumen of stomach from fundus up to pylorus.
he scope passed with difﬁculty in the space between the hair ball
nd stomach to the pyloric region (Fig. 3a). Endoscopy conﬁrmed
he absence of trichobezoar’s extension into duodenum through
yloric canal (Fig. 3b). An attempt was made to remove the huge
ass, but due to its large size and hard nature, we failed to excise
nd remove it. Following failed attempt at endoscopic removal, we
lected to perform a laparotomy. A 10 cm upper midline incision
as made. A large solid mass was palpated in ﬁxed location of the
tomach. Anterior wall of the stomach was incised parallel to the
reater curvature nearly from fundus to pyloric area. After digital
xamination a huge trichobezoar was excised (Fig. 4a). The stomach
as repaired in two layers with continuous 3.0 Vicryl. The abdom-
nal incision was closed in two layers with 1.0 absorbable suture
nd skin was closed with stapler. Total operation time was  70 min.
eight of bezoar was 6.20 kg (Fig. 4b).
The postoperative course was uneventful and the patient was
ischarged on 8th post-operative day in stable condition. The
atient’s parents were advised a psychiatric consultation for
atient to avoid recurrence of her condition.
. Discussion
Trichobezoars are the second most common bezoars after phy-
obezoars. Swain reported human trichobezoars in a post mortem
ase for the ﬁrst time in 1854 [2] and the ﬁrst surgical removal was
erformed by Schonbern in 1883 [4].
Debakey and Oshner revealed that 90% of trichobezoars occur
n females and 80% of these cases occur before 30 years of age
5]. Trichobezoars are predominantly found in young females with with dirty posterior shadowing (Sh) extending from the left sub diaphragmatic area
nal texture and extent of the mass lesion cannot be assessed. L = liver, Sh = Shadow.
psychiatric disorders [6] however they can also be found in post-
surgical cases; post-partial gastrectomy, post-vagotomy, patients
with diabetes mellitus related gastroparesis, GuillaineBarre’s syn-
drome, myotonic dystrophy, hypothyroidism and cretinism [7].
Trichobezoars are most commonly found in the stomach but in
approximately 10 percent of cases they extend into small bowel
and even into colon [8,9].
As hair is indigestible in gastrointestinal tract, it accumulates
within the alimentary tract mostly in the stomach. Due to the
denaturation of proteins in acidic gastric juice, the ingested hairs
become black colored irrespective of their original color [10]. The
hair together with ingested food and trapped air increases the
volume of the mass and gives the mottled appearance to the tri-
chobezoar visible on CT. The mass may  enlarge and cause gastric
outlet obstruction or it may  extend distally into the bowel loops.
Extension of the bezoar from the stomach into the jejunum or fur-
ther into bowel is referred to as “Rapunzel syndrome” [8].
More than 80% of the Patients with trichobezoars present with
palpable abdominal mass. Approximately 80% of patients have epi-
gastric discomfort, up to 70% complain of abdominal pain, 65%
complain of nausea and vomiting, 38% have asthenia with weight
loss and 33% of patients have intestinal transit problems like diar-
rhea or constipation [11].
Untreated cases can result in harmful complications such as
upper gastrointestinal hemorrhage, gastric or duodenal perfo-
ration, peritonitis, sub-phrenic abscess, digestive ﬁstula, acute
pancreatitis and obstructive jaundice [12].
Imaging plays an important role in the diagnosis of trichobe-
zoar. USG used as the ﬁrst line imaging modality for the evaluation
of Intra-abdominal masses provides limited information regard-
ing trichobezoar. This is because of high echogenicity of hair and
multiple acoustic reﬂections of trapped air bubbles [13]. USG can
demonstrate curved echogenic layer with a posterior shadow [14].
Upper gastrointestinal series may  show a large ﬁlling defect in
the stomach, occasionally extending into the small bowel [9].
Abdominal CT scan is the preferred modality for evaluation of
suspected cases of trichobezoar. It can depict an intraluminal, well-
demarcated, heterogeneous, non-enhancing mass with mottled
appearance due to the entrapped air among the hair ball [15]. It can
depict the exact size, site and extent of the lesion. It can also give
detailed information about simultaneous abnormalities and com-
plications. No speciﬁc advantage of Magnetic resonance imaging
over computed tomography is described in the literature in detec-
tion of trichobezoar [16]. Upper gastrointestinal endoscopy cannot
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Fig. 2. a) Contrast enhanced CT, Coronal view: Huge, well deﬁned, multi-layered,
heterogeneous, solid appearing, non-enhancing mass in the gastric lumen extend-
ing from the gastric fundus to the pyloric canal. Some of the layers of the mass
are heterogeneously hyperdense. The mass lesion with separated from the gastric
walls by gastric ﬂuid. No evidence of abnormal gastric mural thickening. b) Con-
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Fig. 3. a) Endoscopy revealed a large black and hard hair ball occupying entire lumen
of  stomach from fundus up to pylorus. The scope passed with difﬁculty in the spacerast enhanced CT, sagittal view at the level of pyloric canal: No passage of the large
ass lesion is noted through the pyloric canal (Open arrow to the duodenum (D).
-  Duodenum.
nly visualize the mass, but also determine its extension beyond
ylorus (As per our case) and in suspicious cases, sample of the
ass can be also be taken.
Once diagnosed, trichobezoar needs immediate surgery as it can
nsue in a number of harmful events. The treatment approaches
nclude endoscopic removal (which may  involve fragmentation
sing electrohydraulic lithotripsy, tripod forceps), chemical disso-
ution, laparoscopic removal or laparotomy depending on the size
nd site of trichobezoar [6]. What leads to recurrences of this con-
ition is the negligence paid to the major triggering factor which is
he psychiatric condition of the patients. Patients with trichophagia
nd trichotillomania along with other psychopathological prob-
ems should undergo behavioral therapy [17]. Parental counselling
an help in prevention of relapses [18]. Prognosis of trichobezoarsbetween the hair ball and stomach wall. b) Endoscopy conﬁrms no passage of the
mass through the pyloric canal to the duodenum. The pyloric canal is open.
is quite good only if psychiatric follow-up is strictly maintained
[19,20], therefore psychiatric follow-up should be made a compul-
sory part of the management.
4. Conclusion
Trichobezoars should be suspected in young females with long
standing upper abdominal masses; as the possibility of malignancy
is not very common in this age group. While ultrasound is incon-
clusive, trichobezoar can be accurately diagnosed with computed
tomography. Authors present the diagnostic work up and laparo-
tomy approach to a huge trichobezoar in an 18 years old girl.Competing interests
Authors declare that no competing interest exists.
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cig. 4. a) Huge, intra-luminal solid mass lesion excised from the stomach. b) Huge,
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